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determinationthat a needfor the exception still exists and upon providing the CMS 

Regional Office with another advance written notification as stated above. 

D. 	 Effective October 1,1985, FRVS shall be usedtoreimburse facilities for property. To 

prevent any facility from receiving lower reimbursement underFRVS thanunder the 

former methodwhere depreciation plus interest costs were used to calculate payments, 

there shall be a transition period in which some facilities shall continue to be paid 

depreciation plus interest until suchtime as FRVS payments exceeddepreciation and 

interest payments as specified in Section V.E. 1.h. At that time, afacility shall begin 

reimbursement under the FRVS. Facilities entering the program after October 1, 1985 

that had entered into an armslength (not between related parties) legallyenforceable 

agreement for construction or purchase loans prior to October 1, 1985shall be eligible 

for the hold harmless clauseper Section V.E.1.h. 

E. 	 The prospectivelydeterminedindividualnursinghome's rate will be adjusted 

retroactively to the effective date of the affected rate under the following circumstances: 

1. An error was made by AHCA in the calculation of the provider's rate. 

2. 	 A provider submits an amended cost report used to determine the rate in effect. 

An adjustment dueto the submission ofan amended cost reportshall not be 

granted unless the amended cost reportshall cause a change of 1 or more percent 

in the total reimbursement rate. The provider shall submit documentation 

supportingthat the 1 percent requirementis satisfied. This documentation shall 

include a rate calculation usingthe same methodology and in a similar format as 

used by the Agency in calculatingrates. The amended cost reportshall be filed 

by the filing date of the subsequent cost reportor the date of the first field audit 

exit conference forthe period being amendedor the date adesk audit letter is 

received by the provider for the period being amended, whicheveris earlier. 
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3. 	 Further desk or on-site audits of cost reports disclose a change in allowable costs 

in those reports. 

4. 	 The sectionshallnotapply to the case-mixadjustment calculated in 

Section V.G. ofthis plan. 

F. 	 The Medicaid program shall pay a single level of payment rate for all levels of nursing 

care. This single per diem shall be based upon each provider'sallowable Medicaid costs 

divided by the Medicaid patient days from subject to the ratethe most recent cost report 

setting methodology in Section V. this plan. 

G. 	 Reimbursement of operating and patient care costs are subject to class ceilings. Property 

costs are subject to statewideceilings, which shall be the ceilings computed at July 1, 

1985, for facilities being reimbursed under Section III.G.3.-5. this plan. For facilities 

being reimbursed under FRVS, the cost per bed ceiling shall be per Section V.E. 1 .g. of 

this plan. Return on equity anduse allowance are passed throughand are not subject to a 

ceiling. 

H. 	 An incentive factor is available to providers whose-operating per diems are under the 

class ceiling and who have provided quality ofcare resulting in standard ratingson the 

license issued by AHCA pursuant tothe provisions ofRule 59A-4.128, F.A.C. 

Additional incentiveis available for providers whohave been granted superior quality of 

care licensure ratings. Beginning withthe July 1, 1996, rate semester, incentive factor 

payments will no longer be madeand a Medicaid AdjustmentRate shall be made 

pursuant to Section V.F. of this plan. 

I. Alow occupancy adjustment factor shall be applied to costs of certain providers. 

J. 	 The followingprovisionsapplyto interim changesincomponentreimbursement rates, 

other than through the routine semi-annual ratesetting process. 
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1. 	 Requests for rate adjustmentstoaccount for increases in property-related costs 

due to capital additions, expansions, replacements,or repairs, or for allowable 

lease cost increasesshall not be considered in the interimbetween cost report 

submissions, exceptfor the addition of newbeds or if the cost of the specified 

expansion, addition, replacement,allowable lease cost increase or repair would 

cause a change of 1 percent or more inthe provider's total per diem 

reimbursement rate. Forfacilitiesbeing reimbursed under FRVS, property­

related costs shall not be consideredin any interim rate request. Adjustments to 

FRVS rates for property-related costs shall be madeonly on January 1 and July 1 

of each year per Section V.E. .j.1 

2. 	 Interim rate changes reflecting increased costs occurring as a result of patient 

care oroperating changes shall be considered only if such changes were made to 

comply withexisting State or Federal rules, laws,or standards, and if the change 

in cost to the provider is at least$5000 and wouldcause a change of 1 percent or 

more in the provider's current total perdiem rate. 

(a) 	If new State or Federal laws, rules,regulations, licensure and certification 

requirements, or new interpretationsof existing laws, rules, regulations, or 

licensure and certificationrequirements require providers to make changes 

that result in increasedor decreased patient care, operating, or capital costs, 

requests for component interim ratesshall be considered for each provider 

based on the budget submitted bythe provider. All providers' budgets 

submitted shall be reviewed bythe Agency andshall be the basis for 

establishingreasonable cost parameters. 

(b) In cases wherenew State or Federal requirementsare imposed that affect all 

providers, appropriateadjustments shall be made to the class ceilings to 
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account for changesin costs caused by the new requirementseffective as of 

the date of the new requirementsor implementation of the new requirements, 

whichever is later. 

3. 	 Interim rate adjustments shall be granted to reflect increases in the cost of 

general or professional liability insurance for nursing homes if the change in cost 

to the provider is at least$5000 and would cause a changeof 1 percent or more 

in theprovider's current total per diem. 

4. 	 Interim rate requests resulting from 1.,and 2. above must be submitted within 60 

days after the costs are incurred, andshall be accompanied by a 12-month budget 

that reflects changes in services and costs. For providers being reimbursed under 

FRVS, interim rate adjustmentsdue to capital additions or improvements shall 

be made per Section V.E.1.j. An interim reimbursementrate, if approved, shall 

be established for estimated additional costs retroactive to the time of the change 

in services or the time the costs are incurred, but not to exceed 60 days before 

the date AHCA receivesthe interim rate request. The interim per diem rate shall 

reflect only the estimated additional costs, and the total reimbursement rate paid 

to the provider shall be the s u m  of the previously established prospective rates 

plus the interim rate. A discontinuedservice would offset the appropriate 

components ofthe prospective per diemrates currently in effect for the provider. 

Upon receipt of a valid interimrate received after August 31,1984,the AHCA 

Office of Medicaidshall determine whetheradditional information is needed 

from the provider and request such informationwithin 30 days. Upon receipt of 

the complete, legible additional informationas requested, the AHCA Office of 

Medicaid shall approve or disapprove the interim rate request within 60 days. If 
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the AHCA office of Medicaiddoes not makesuch determinationwithin the 60 

days, the interim rate request shall be deemed approved. 

5 .  	 Interim Rate Settlement.Overpayment as aresult of the difference between the 

approved budgeted interimrate and actual costs of the budgeted item shall be 

refunded to AHCA. Underpayment as a resultof the difference between the 

budgeted interimrate and actual costs shall be paid to the provider. 

6. 	 Interim rates shall not be granted for fiscal periods that have ended. 

Interim rates for the additional staffing requirementseffective January 1,2002 

and 2003 shall not be granted, as providersincurring additional costs to meet the 

new minimumstaffing standards will receive a “gross-up adjustment”as 

described in section V.B 4. For the costs incurred from the additional CNA 

staff hired during November 2002 and December 2002to meet the January 1, 

2003 staffing requirements prior to January 1,2003, interim rates will be 

considered in accordancewith section IV.J 2 and 4above for that periodonly, 

and removed January 1,2003 due to the implementation of the gross-up 

methodology describedin V.B.4. 

7. For costs incurredpriortoJanuary 1,2002 byproviderswho have submitted the 

supplemental schedule, the following methodology willbe used: 

November 2001= 50% of the additional costs as computed in section 

V.B4 on a dailyper diem basis timesthe number ofdays in November 

that costs were incurred to meetthe January 1,2002 staffing 

requirements shall be reimbursed; 

December 2001= 75% of the additional costs as computed in section 

V.B4 on a dailyper diem basis times the number ofdays in December 
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that costs wereincurred to meet the January 1,2002 staffing 

requirements shall be reimbursed. 

No costs will be recognized by providers incurringadditional costs to meetthe new 

minimumstaffing standardsprior to November 1,200 1. 

K. 	 The following applies to rate periods prior to July 1,1985: In the event that a provider 

receives a new licensure ratingmakinghim eligible or ineligible for any amount of 

incentive payments, his prospective reimbursementrate shall be changed to reflect his 

new licensure rating and shall be effective beginning on thefirst day of the month after 

the month in which the new licensure rating becameeffective. For rates effective on or 

after July 1, 1985, the incentive payments basedon licensure ratings shall be calculated 

according to the provisions ofSection V.D. below. 

L. 	 Effective April 1, 1999 there will be a case-mix adjustment, which will be paid as an 

add-on to the patient care componentof the provider’s total reimbursement rate. The 

amount of the case-mix adjustment will be calculated pursuantto Section V.G. of this 

plan. Effective January 1,2002, the case-mix adjustment willbe eliminated 

M. Effective January 1,2002, providers will be required to complete a supplemental 

schedule from the Medicaid cost report filed be used in the January 1,2002 rate 

setting. The information reportedon the supplemental schedule will be used torebase the 

patient care component ofthe Medicaid per diemrate and to calculate a “gross-up

j 
I
I adjustment’’ tofacility rates atJanuary 1,2002 for the increased staffing requirements. 
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i i ; $ ; l rN. Aggregate Test Comparing Medicaidto Medicare 42 CFR 447.253@)(2) (1 994) provides 


that states must assure the The Centers for Medicareand Medicaid Servicesthat “The 

Medicaid agency’s estimated average proposed paymentrate...p ay nomore in the 

aggregate for...long-term care facility services thanthe amount that...would be paid for 

the services under the Medicare principles of reimbursement.” At any rate-setting 
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period, if the aggregate reimbursementto be paid is higher thanwould be paid under 

Medicare reimbursement principles,the following steps shall be taken for that rate 

semester, in order, as necessary to meetthe aggregatetest: 

1. 	 The increase in property reimbursement due to indexing for FRVS shall be 

reduced until the upper limit testis met for that rate semester. The amount ofthe 

property reimbursement rate paid underFRVS shall be reduced, but not below 

the initial per diemthe provider receivedunder FRVS. This per diem is 

inclusive of all components of FRVS, including property,return on equity, taxes 

and insurance. 

2. 	 Any incentive payments or other payments that exceed the projected cost rate 

shall be reduced ona pro rata basis until Medicaidaggregatepayments are equal 

to or less than the amount that wouldbe paid for services under the Medicare 

reimbursement principles. 

3. 	 If provisions 1 and 2 are implemented in order to meet the upper limit test, for a 

period of 1 year, this plan shallbe reanalyzed and formally amended toconform 

to the necessary program cost limits. 

0. 	 Payments made under this plan are subject to retroactive adjustment if approval of this 

plan or any part ofthisplan is not received fromthe federal Centers for Medicare and 

Medicaid Services (CMS). The retroactive adjustments madeshall reflect only the 

federal financial participation portions of paymentsdue to elements ofthis plan not 

authorized by CMS. 

V. 	 Method 

This section defines the methodologies tobe used bythe Florida Medicaid program in 

establishing reimbursement ceilings and individual nursing home reimbursement rates. 

A. Ceilings. 
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1. 	 Ceilings shall be determinedprospectivelyand shall be effective semi-annually 

on January 1and July1. The most current acceptable cost reports postmarked or 

accepted bya common carrier by October3 1 or April30 and received by 

November 15 or May 15, respectively, of each year the provider's most 

recent reimbursement rates shallbe used to establish the operating and patient 

care ceilings. The first cost report submissionsfor all newly constructed 

facilities shall be usedto establish the property cost ceiling.The first cost report 

year-end for these newly constructedfacilities must be after October 1,1977. In 

addition, all facilities with year-ends priorto that ofthe one-hundredth facility in 

an array fiom most currentto least current year end shall be considered in 

setting the property cost ceiling. The ceiling for property computed shall be 

used for all facilities not yet being reimbursed under FRVS.The ceiling 

computed at July 1, 1985 shallbe used beginning with July1, 1985 rates, andall 

subsequent rates for facilities until they begin receiving reimbursement under 

FRVS. For those facilities being reimbursed under FRVS,the cost per bed 

ceiling per SectionV.E. 1.g. ofthis plan shall be used. 

2. 	 For the purpose of establishingreimbursementlimitsforoperatingandpatient 

care costs, four classes based on geographic location andfacility size were 

developed. These classes are as follows: 
-"---*.-~.,,_.",-__-,­

-I a. Size 1-100 beds - NorthernFlorida Counties 
f 

k t y '  F
i 

'a 
l _ _ _ l l _ !  b. Northern1----,..-.-- t Size 101-500beds- Florida Counties 
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Broward Hardee- Monroe 
Charlotte Hendry Okeechobee 
Collier Highlands Palm Beach 
Dade Indian River Polk 
Desoto Lee St. Lucie 
Glades Martin sarasota 

All remaining FloridaCounties shall be "NorthernFlorida Counties." 

3. 	 As of July 1, 1994, two additional reimbursement classes shall be defined as 

follows: 

a. Size 1-100beds - Central Florida Counties 

b. Size 101-500 beds - CentralFlorida Counties 

The "Central Florida Counties: shall be comprisedof 

Manatee 	 Brevard Pinellas 
Polk Orange 
Highlands Osceola Seminole 
Hillsborough Pasco 

The "Northern Florida Counties" and "Southern Florida Counties"shall be 

comprised of the counties enumerated in Section V.A.2. less the "Central Florida 

Counties" as defined above. 

4. Nursing homes participating in the Medicaid program as of July 1, 1994, and 

located in Hardee, Highlands,or Polk County,shall be "grand-fathered in," and 

.... _.-._ .___.__ shall be considered as members ofthe "SouthernFlorida Counties"class, until 
i 

such time that the "Central Florida Counties" class reimbursement ceilings for 

the operating cost andpatient care cost components equal or exceed the 

correspondingJuly 1, 1994, "Southern-Florida Counties"class ceilings. The 

"grandfathered-in" provision shall be applied separately for the operating cost 

and patient care cost componentsin each of the two facility size classes. That is, 

nursing facilities of a givensize in Hardee, Highlands, and Polk counties shall be 
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considered as members ofthe applicable "Southern Florida Counties"size class 

in theoperating cost component until time as the "Central Florida 

Counties" operating cost component ceilingequals or exceeds the July 1,1994, 

"Southern Florida Counties" operating cost componentceiling for that class. 

Nursing facilities of a given size in Hardee, Highlands, and Polk counties shall 

be considered as members ofthe applicable "SouthernFlorida Counties" size 

class in the patient care cost component untilsuch time as the"Central Florida 

Counties" patient care cost componentceiling equals or exceeds the July 1, 

1994, "Southern Florida Counties" patientcare cost component ceiling. 

B.Setting prospective reimbursementperdiemsandceilings. In determining the class 

ceilings, all calculations for Sections V.B.1. - V. B. 18. shall be made usingthe four 

class, and "Northern Florida Counties" and "Southern Florida Counties"definitions of 

sections V.A. 2. above. All calculations for Sections V.B.19.- V.B.21 shall be made 

using the six class and "Central Florida Counties"definition of Section V.A.3. above. 

The Agency shall: 

1. 	 Review and adjust each provider's cost report referred to in A.1. to reflect the 

result of deskor on-site audits, if available. 

2. 	 Reduce a provider's general routine operating costs if they are in excess of the 

limitations established in 42 CFR 413.30 (1997) 
.-----.-I1 


i 3. Medicaidcost.
!I ..... 

+..~ x_---. - ."-.-A 
1 -1 4. Determine Medicaidallowable property costs, operating costs, patient care costs,i i 

and return on equity or use allowance. Patient care costsinclude those costs 

directly attributableto nursing services, dietarycosts, activity costs, social 

services costs, and all medically orderedtherapies. All other costs, exclusive of 

property cost and return onequity or use allowance costs, are considered 
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